CHARLOTTE-MECKLENBURG POLICE DEPARTMENT § Date(mm/dd/yyyy)
Explorer Membership Application Y

Name Last: Middle: First:

Address:

DOB: Age: Phone: Email:

Father/Male Guardian: Employer: Phone:
Mother/Female Guardian: Employer: Phone:
School Name: Phone:
School Address: Grade Level:
School Resource Officer Name and Code #: GPA:

SRO Comments:

SRO Signature:

Driver’s License # (if applicable) : State:

Arrested? No[ ] Yes[_] If yes, list charges:

Warrants? No[ ] Yes[ ] If yes, list:

Behavior Problems or Suspensions? No[_] Yes[] If yes, explain:

Employment Record ‘ SSN:

1 Employer: ‘ Phone:
Address: ‘ Dates: From to
2 Employer: ‘ Phone:
Address: ‘ Dates: From to

Previous Involvement in any Explorer Post No[_] Yes[ ] If yes, explain:

Address: ‘ Dates: From to

Medical History:

Conditions Requiring Regular Medication:

Name of Medication: ‘ Dosage:

Conditions Requiring Regular Medication:

Name of Medication: ‘ Dosage:

Restrictions on Types of Activities:

Conditions: (check all that apply) Asthma [] Bleeding Disorder [ ] Convulsions[ ] Diabetes [ _|Heart Condition []
Allergies [ ] Describe:
Other [_] Describe:

Insurance Information:

Company: | Policy #: | Dr.’s Name:

Parent/Guardian Signature: Date:

The above noted medical history/conditions are true and correct to the best of my knowledge. The person herein named has permission to engage in
all Explorer activities except noted by me. In the event of a medical emergency, | hereby give permission to the physician/hospital selected by the
adult leader in charge, to render the necessary treatment for the condition/injury sustained while participating in Explorer Post activities.

Mar/2005



initiator:rbotzenmayer@cmpd.org;wfState:distributed;wfType:email;workflowId:7c75631b4be64b339851253b685c5716
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